Background: The adoption of health information technology has been recommended as a viable mechanism for improving quality of care and patient health outcomes. However, the capacity of health information technology (i.e., availability and use of multiple and advanced functionalities), particularly in federally qualified health centers (FQHCs) on improving quality of care is not well understood. We examined associations between health information technology (HIT) capacity at FQHCs and quality of care, measured by the receipt of discharge summary, frequency of patients receiving reminders/notifications for preventive care/follow-up care, and timely appointment for specialty care.
Background
The Health Information Technology for Economic and Clinical Health (HITECH) Act and the American Recovery and Reinvestment Act (ARRA), enacted in 2009, promote the adoption of health information technology by hospitals (and other health delivery care organizations) and care providers [1, 2] . Health information technology (HIT) is defined as "a variety of electronic methods used to manage information about people's health and health care, on both the individual and group level" [3] . The goal of these federal policies is to promote the use of HIT-based information in a way that improves care delivery and health outcomes (i.e., meaningful use) [2, 4] . Meaningful use of HIT includes improving coordination and quality of care and engaging patients and families in the care delivery process [5] [6] [7] . Potential benefits include the improvements of individual health as well as enhancements in the performance of health service providers [8] . Overall, HIT is expected to improve quality of care, reduce costs, and facilitate patient-centeredness by using technological advances to engage patients as active participants in the care delivery process [7, 9] .
Numerous studies have examined the effects of HIT on service delivery and quality of care and suggest that there are improvements in cost savings and patient outcomes [10] [11] [12] [13] . The adoption and use of HIT has also been associated with improvements in process measures (i.e., provision of preventive service, prescribing therapies), [6] quality improvement [14, 15] and reductions in medication errors [12] . Other studies show that the use of electronic health records as a tool for improving clinical workflow and process redesign are positively associated with quality improvements [4, 16] . Amarasingham et al. examined whether greater automation of information was associated with reductions in inpatient mortality, length of stay, costs, and complications, and found that hospitals which implemented health technology (including electronic notes and records, order entry, and clinical decision-support) had better outcomes as indicated by fewer complications and lower mortality rates and costs [13] . A review of HIT on quality, efficiency, and cost of medical care reported that the implementation of multifunctional HIT systems was associated with quality and efficiency benefits [17] . A more recent systematic review by Buntin et al. also reported that HIT has an overwhelmingly positive effect on quality of care and care efficiency. The authors noted the broad reach of improvements associated with the adoption and use of HIT: access to care, patient safety, preventive services, and patient satisfaction [2] .
Although the diffusion of electronic health records in the health care industry had been slow, [18] there has been a rapid increase in HIT adoption following the AARA. The strong emphasis in the ARRA on adoption and meaningful use of HIT, supported by the creation of incentives for meaningful use, has had a great effect on the rapid increase in the acquisition and utilization of HIT in various health care settings [2, 13] . However, inequality exists with regard to availability of information technology across facility types. Specifically, there is sparse knowledge about the use and functionalities of health information technology in federally qualified health centers (FQHCs) and the relationship between quality improvements and the use of health information technology in FQHCs. FQHCs are community health centers that provide primary care services to vulnerable and underserved populations in rural and urban areas. One study reported that health centers serving the most vulnerable patients were less likely to have HIT systems, and among those with these systems, only 50% had the minimum set of functionalities [19] .
In order for FQHCs' to absorb the expected increase in demand and improve quality of care, they must leverage HIT as a tool for improving service delivery and patient outcomes [2, 20] . Given the potential benefits of HIT, there is a need to examine the availability of HIT at health care organizations that predominantly serve underrepresented populations, as well as associations between HIT capacity and performance. Particularly, the essential role of health centers in providing health care to millions of Americans [21] underscore the need for technologies and strategies that improve access to high quality care [22] . Therefore, this study examined the health information technology capacity of FQHCs to determine associations with improved quality of care. The goals of the study are twofold: 1) identify factors associated with higher HIT capacity at FQHCs, and 2) examine associations between HIT capacity and quality of care in federally qualified health centers. We define HIT capacity by the functionalities of the health information system available in FQHCs. The measure of HIT capacity used in the paper is relevant in that it is informed by functionalities required for meaningful use. Specifically, the measure was operationalized based on correspondence with the HITECH meaningful use objectives [23] . Meaningful use of HIT is expected to improve quality, safety, and the effectiveness of patient-centered care. Specifically, the measures for this study include use of electronic health records for exchange of information on quality of care, electronic prescriptions, and clinical decision-support [23] Lastly, the outcome measures examined in this study are important in that they have been significantly associated with increased adherence to treatment, utilization of health services, receipt of preventive services, and treatment outcomes [24] [25] [26] .
Methods

Data
Data for this study come from the 2009 Commonwealth Fund National Survey of Federally Qualified Health Centers and was used with permission from the Commonwealth Fund [7] . The survey collects information on organizational level measures, including access to care, coordination of care across settings, engagement in quality improvement and reporting, HIT adoption, and the ability to serve as patient-centered medical homes. The survey was conducted among executive directors or clinical directors at FQHCs. The sample was selected from a list of all FQHC grantees that have at least one site that is a community-based primary care clinic. Of the 1,007 FQHCs that were sent the questionnaire, 795 responded, for a response rate of 79%, and 776 were included in the analysis. Sampling weights were generated for the data based on number of patients, number of sites, region, and urbanicity in order to more precisely reflect the universe of community health centers [7] .
Outcome measures
The outcome measures of interest are quality of care, measured by receipt of discharge summary, frequency of patients receiving reminders/notifications for preventive care/follow-up care, and timely appointment for specialty care. Receipt of discharge summaries and patient reminder notifications for preventive or follow-up care were measured using the following questions: "Your center receives a discharge summary or report from the hospital to which your patients are usually admitted" and "patients are sent reminder notices when it is time for regular preventive or follow-up care (e.g., flu vaccine or HbA1C for diabetic patients", respectively. The available answer categories for the questions were "usually (75-100% of the time); often (50-74% of the time); sometimes (25-49% of the time); rarely (1-24% of the time); or never." Timely appointment was measured by how difficult it was for providers to "obtain timely appointments for office visits with specialists or subspecialists outside your center for uninsured patients? Response categories for the question were "easy, somewhat difficult, and very difficult."
The outcome variables for measuring receipt of discharge summary and patient reminder notifications for prevention or follow-up care originally had multiple levels. Frequency distributions of these variables showed that there were small cell frequencies for several categories. Therefore, measures were collapsed into two different categories. Receipt of discharge summary and patient reminder notifications were dichotomized to "usual/often" or "some/rarely/never." Obtaining timely appointment for specialty care was dichotomized to "easy/somewhat difficult or very difficult."
Primary explanatory variable
The survey asked whether health facilities use electronic health records throughout the health center (yes/no), and whether their largest site had a computerized system for 15 other functionalities. Survey items supporting HIT capacity fall under three categories: routine use of technology for notes, medications, test, and clinical prompts; computerized process for patient registries; and computerized process for tracking test and reminder/alerts. Health Information Technology (HIT) capacity was scored based on a health centers' possession of the 16 functionalities of technologies (Table 1) .
Due to the variation in the responses of centers to the 16 survey items, we classified FQHCs as either 'Low' , 'Medium' , or 'High' HIT capacity in order to examine differences from the observed levels. Those FQHCs that had fewer than four of seven "minimum required" or "must-have" functionalities for a HIT system (see Table 1 ) were classified as 'Low'. Health centers that had four of the seven "minimum required" and at least one to six functionalities from the remaining items (for a total between 5 and 10 items from the full list) were categorized as 'Medium'. Finally, health centers that had at least four "minimum-required" functionalities and a total between 10 and 16 functionalities were considered as having a 'High' HIT capacity. The "Low" category was based exclusively on the minimum set of functionalities. All "minimum requirement" items were nested within the full list of items. That is, the "medium" and "high" categories were measured using the full list of 16 functionalities. The main difference between the "minimum required" functionalities and the other items is the lack of certain decision-support functionalities for providers (i.e., prompts) and or tracking of tests.
Statistical analysis
Frequencies and weighted percentages were generated for the distribution of characteristics of FQHCs. The finite population correction and sampling weight were incorporated into the analysis. Chi square tests were used to test the hypothesis that HIT capacity is associated with quality of care; and to examine the homogeneity between levels of each factor. With the three ordered categories of increasing HIT capacity (i.e., low, medium, high), ordinal Logistic regression was performed and the proportional odds assumptions were verified for all models.
In the analysis, we are interested in making comparisons of predicted outcomes after controlling for covariate distributions. We therefore used multivariable logistic regressions, reporting unadjusted and adjusted odds ratios, to examine whether FQHCs HIT capacity is associated with the outcome measures.
In the adjusted analyses we controlled for quality improvement initiatives (participation in HRSA health disparities collaborative project, overall measure of support for QI); workforce (physician vacancies, nurse vacancies); and usual source of care. The other control variables were incentives for patient satisfaction, hospital affiliation, size of facility, urbanicity, percent Medicaid patients, percent minority patients, and region. Size was categorized based on the total number of sites in each health center: small (1-3), medium (4) (5) (6) (7) (8) (9) , and large (10+). Urbanicity classified health centers as either urban (city, suburban and small town) or rural (rural and frontier). Region corresponds to the geographic location of the health center (Northeast, Midwest, South, and West). In different regions there is variability between how FQHCs may communicate/organize with other hospitals/communities in the area. In order to control for these differences we adjusted for Region and Urbanicity. Controlling for areawide variability in surveys with complex design is a common approach [27, 28] . Hospital affiliation was categorized based on health center affiliation with local hospitals (all affiliations, some affiliations, and none). All analyses were performed with SAS v9.3 using SURVEY procedures to account for the study design (SAS v9.3, SAS Institute Inc., Cary, NC, USA). Results were considered statistically significant if the p-values were less than 0.05.
Results
Characteristics of federally qualified health centers
The characteristics of the health centers can be found in Table 2 . Of all the FQHCS, only 43% use electronic medical records, approximately 50 percent of FQHCs are classified as having Low HIT capacity, with 32% classified as having high HIT capacity. With regard to the outcome variables, approximately 57% of the sample stated that they usually or often receive a discharge summary from the hospital to which the patients were admitted. Only 35% of health centers reported usually or often sending patient reminders for preventive or follow-up care. About 67% reported that timely appointments for specialty care were very difficult. Almost all FQHCs have HRSA Disparity coordination (87%), with most health centers (52%) having fifty percent or more of their patients belonging to a minority group. There was a vacancy of physicians in 58% of the centers, and a vacancy of nurses in 42%. In terms of patient satisfaction, only 21% of the sample receives an incentive. Roughly half of all health centers had hospital affiliations.
Factors associated with HIT capacity
Several factors had a significant bivariate association with high HIT capacity (Table 3) including incentives for patient satisfaction, overall measure of QI support, having a usual source of care, and regional location. In terms of the quality of care outcomes, usual/often receipt of discharge summaries, patient reminders, and ease of getting timely appointment for specialty care were positively associated with having increased HIT capacity. Other factors that were significantly associated with increased HIT capacity were: having incentives for patient satisfaction (OR=1.47, CI: 1.04, 2.07), having an overall measure of QI support (OR=1.46, CI: 1.10, 1.94), 
Are laboratory tests ordered, tracked until results reach clinicians
Note. Asterisk (*) refers to "minimum required" or "must-haves" functionalities of a health information technology (HIT) system. Unadjusted and adjusted odds for quality of care outcomes Table 4 reports the unadjusted and adjusted odds ratios for quality of care measures:
Receipt of discharge summary 
Discussion
Similar to previous studies that have examined the impact of health information technologies and functionalities (i.e., electronic health records, decision-support) on quality of health care, [11, 12, 14, [29] [30] [31] we showed that HIT capacity at FQHCs is associated with improved quality of care. Our results showed that high HIT Capacity was significantly associated with increased use of reminders to patients to facilitate follow-up care for preventive services and promote continuous care, receipt of discharge summaries, and timely appointment for specialty care. However, after adjusting for the other control variables, the association between high HIT capacity and the outcome measures dissipated for receipt of discharge summaries and patient reminders. On the other hand, the association was strengthened for timely appointment for specialty care. These findings are promising and suggest that greater adoption and increased capacity of health information technology at FQHCs could help increase the likelihood that patients will realize improved quality of care. This is particularly important because patients who receive reminders from health service providers, including vulnerable patients, have higher rates of cholesterol, breast, and prostate cancer screening, as well as adherence to treatment [32] . In the context of this paper, our results suggest that achieving greater capacity for health information technology is likely to improve quality of services provided by health centers. Additionally, the utilization of HIT and associated computerized processes could increase patient engagement in the care delivery process and continuity of care. While our findings suggest that HIT has potential benefits for improving quality of care, it also indicates that FQHCs may not be maximizing the potential benefits of health information technology. For example, higher HIT capacity was significantly associated with patient reminders and timely appointments with specialists who operate outside of the health center. However, the magnitude of the association with receipt of discharge summaries was lower. This may be due to lack of collaborations that take full advantage of HIT functionalities, absence of HIT at hospitals where patients are admitted, or HIT systems that cannot be integrated. Addressign each of these possibilities would provide a pathway to increasing meaningful use of HIT and quality of care. We also found significant disparities in FQHCs that serve a larger proportion of minority clients. The relationship between having 50% or more minority clients and declines in quality was observed for receipt of discharge summaries and timely appointment for specialty care. This finding may suggest that participation in the HRSA disparities coordination program improves some indicators of quality of care but not equally for all population subgroups and may not necessarily reduce racial/ethnic disparities. Effective strategies are thus required to ensure that the needs of minority patients are integrated into initiatives to improve quality of care, including the adoption and meaningful use of HIT [15] . Lastly, organizational factors in general have varying influence on different measures of quality. Having all hospital affiliations was significantly associated with improvements in receipt of discharge summaries as well as ease of getting timely appointments for specialty care. However, nurse vacancies, greater proportion of minority clients, and geographic location outside the Northeast U.S. was associated with declines in receipts of discharge summaries [33] . Similarly, physician vacancies, an increasing percent of Medicaid patients, and greater proportion of minority clients was associated with declines in timely appointment for specialty care.
Based on our findings, there are several implications for planning and policy. Firstly, to ensure equity in the benefits of HIT, it is important to assess the capacity of health facilities to provide a series of technology-driven services. It is also important to assess the association of these services to the overall quality of care and care processes within health care organizations. Secondly, HIT should generate information for service providers and patients to improve the care delivery process and quality of care. But, these system should ultimately lead to improvements in patient health outcomes [7] . Thirdly, organizational resources are critical to the effective use of HIT and the effectiveness of coordination programs such as the HRSA disparities initiative on quality of care, especially for the underserved. Establishing hospital affiliations, addressing staff vacancies, and the underserved, i.e., Medicaid and minority patients, appear to be the most important strategy health centers can implement to improve quality of care.
Additionally, the role of organizational characteristics in increasing the benefits of HIT and quality of care has been noted [16, 31] . A focus on cultivating relationships with local hospitals, and improving care delivery to all clients may lead to even greater improvements in quality of care. HIT capabilities should be effectively extended to foster collaborations and coordination of care, as well as inform approaches to improving organizational functioning (i.e., tracking and meeting the unique needs of disadvantaged groups). Moreover, understanding and averting the unintended consequences of HIT is essential to realizing the benefits and improving quality of care delivery and patient outcomes [34, 35] . Developing strategies and platforms informed by HIT could help facilitate improvements in access to care (i.e., specialty care services) and quality of care [6] . Specifically, Directors of health centers might consider developing more formal arrangements for collaboration and strategies for technical support [36, 37] .
Lastly, most of the previously published research reveals a positive effect of HIT on care and focused on specific functionalities [38] . As such, there is a need for studies that focus on a broad range of functionalities and provide comprehensive measures of adoption and use of HIT. This will inform requirements for optimal functionalities and use of HIT to improve quality of care, especially for underserved populations. There is also a need for further examination of factors that may facilitate the progressive effect of HIT. As reported by recent studies, [39] a further understanding of how physicians engage with information technology systems, as well as the efficient and effective use of information generated from electronic systems at the point of care and beyond, is essential to optimizing the benefits of HIT.
Study limitations
The study has several limitations. First, because we did not have access to dates of HIT implementation, we could not determine the number of years that HIT had been in place or the phase of implementation. Previous research shows that phase of HIT, particularly earlier phases of implementation are associated with declines in quality of care, [40] and that the benefits of new technology may take up to fifteen years to be realized [8, 11] . Although we could not determine the length of time for which HIT had been in place, the phase of implementation, or establish temporal sequence, the HIT revolution is still in its early stages, thus, the full benefit of HIT is likely to be observed in the future [41] . Additionally, previous studies have suggested that functionalities of HIT and the extent to which HIT is implemented, specifically the capacity of HIT, may be more relevant than the length of time that the HIT system has been in place [42, 43] . It may be that FQHCs, with better quality of care, had more favorable operating environments, whether financial or otherwise, and were better positioned to adopt HIT and implement advanced functionalities. Because our study used a facility survey, we were unable to control for possibly relevant variables such as patient age, socioeconomic status or clinical indicators. Although we used the best available measures and accounted for proportion of minority and Medicaid patients served by the health facilities, these measures may not have been adequate. Additionally, the absence of case mix and other factors by level of HIT capacity could also have resulted in missed small differences between lower and higher capacity adopters of HIT. Given the promise of HIT as a mechanism for improving quality of care and health outcomes, especially for vulnerable populations, the information presented in this study is an important step to identifying areas for further empirical examination and improvement.
Conclusion
The American Recovery and Reinvestment Act of 2009 (ARRA) investment in health information technology was enacted with the expectation that HIT would improve the care delivery process and quality of care. We examined the relationship between HIT capacity in FQHCs and quality of care and found a positive association between greater HIT capacity and quality of care, measured by receipt of discharge summaries, patient reminder systems for preventive services and follow-up care, and timely appointment for specialty care. Considering the promise of HIT as a tool for improving quality of care, systematic examination of organizational structure and processes that facilitate "meaningful use" must be a key component of health center operations, particularly facilities that serve vulnerable populations [4, 15] . These strategies are essential to translating gains from efficiency/intermediate benefits (i.e., improvements in service delivery and quality of care) to effectiveness gains, such as improvements in clinical outcomes [29] . These might include greater utilization of technology that directly influences health outcomes and not just the quality of care.
While technology may facilitate mechanisms that support process improvements, providers must implement systems (i.e., planning, training, technology driven improvements in physician productivity) that materialize technology based benefits [30, 35, 40] . However, without adequate resources, health centers may not be able to implement technology and provide services that will improve health outcomes. Similarly, there are no acceptable strategies for achieving the benefits of HIT across the U.S. health care system [17] . The effects of HIT on outcomes may be context specific and vary by type of outcome examined [10] . Reviews of the literature have shown that most of the published research showing a positive effect of HIT on care focused on specific components [38] . Our findings present a promising effect of HIT and indicate that future studies must look beyond the capacity of HIT and focus on specific aspects of IT that are more likely to lead to improvements in quality of care and ultimately clinical outcomes. The results also suggest that realizing quality of care benefits from technology may occur over a longer period post HIT implementation. Thus, analysis of the effectiveness of HIT should use time spans longer than that of process measures.
